Katz A (1966) Surg. 97, 734 Mr H H Nixon (Hospitalfor Sick Children, Great Ormond Street, & Paddington Green Children's Hospital, London) Megarectum in the Older Child I would stress that these remarks apply only to the older child with an intractable condition causing symptoms which make him and his fellows inevitably bowel conscious.
Definition
This condition has been called 'terminal reservoir', 'megarectum' or 'rectal inertia'. The last term is preferred to 'colonic inertia', which has also been used, because the colon seems to work very well in packing fwces into the accommodating rectum. The colon appears remarkably normal even when the rectum reaches up to the ribs. Real tubular dilatation of the colon seems rare although dolichocolon is sometimes seen as a temporary radiological appearance which disappears when the colon is stimulated to contract. Cases from Dr Berg's psychiatric clinic were also studied. They showed the same changes but, on average, of a lesser degree suggesting that the place of referral depended on differences of degree rather than of basic characteristics (Table 1) . Cases have been seen in which there is a failure of relaxation of the external sphincter in response to a rectal pressure wave, as described by Porter (1961). Two cases have had 'dissociated sensation' in that distension which produced a pressure wave down the rectum produced no sensation until the anal canal was reached. However, these seem exceptional.
Constipation is taken
Cine barium enemas have also been used. It has been observed that return to more normal size and contractions occurs in some after treatment. In others the rectum remains inert and is emptied passively by intra-abdominal pressure, like toothpaste being squeezed from a tube; such patients seemed unaware that they were using an abnormal method ofevacuation.
Pathology
In gross cases there is some myohypertrophy. This might be explained entirely by Laplace's law, the tension in the wall at a given pressure being proportional to the radius of the cylinder.
Others have reported minor changes in the intramural nervous tissue, a 'forme anale de la maladie de Hirschsprung'. Such changes must be difficult to interpret and I have had the experience of the same slides being reported as normal at one hospital and abnormal at another. We have as yet been unable to demonstrate the physiological reaction typical of Hirschsprung's disease in the anal canal of any of these children and have observed that aganglionic segments at least as short as 2 cm can produce the typical clinical picture of Hirschsprung's disease rather than that of rectal inertia. The normal myenteric plexus lies between the two muscle coats of the intestine and is a network of ganglion cells joined by small nerve trunks. If the gut is sectioned transversely little can be seen of this plexus and if the pathology is to be assessed it must be opened out and cut in the same plane as the plexus. If 100 p frozen sections are cut in this plane and impregnated with silver, the anatomy of the plexus can be seen in the normal and the abnormal (Smith 1967) .
Surgical specimens of colon from two cases of Hirschsprung's disease were studied, a female aged 26 and a male aged 28. They showed considerable dilatation with a short contracted segment at the lower end. Standard paraffin sections showed a short area of aganglionosis with bundles of unmyelinated nerve fibres. Silver impregnations from the lower end showed occasional random ganglion cells and a network of unmyelinated nerve fibres with a similar pattern to the normal network but without ganglion cells at the angles. The fibres in these nerves were fine and tightly packed, quite different from the thick straight fibres seen in the normal. Further up the gut these bundles contained numbers of fragmenting axons and ganglion cells became more numerous. Some of these ganglion cells were situated in the angles of the unmyelinated trunks. Much of the plexus when it did appear was disorganized, with axons going in all directions and often curling back again. There was no normal plexus on the specimens. The fact that a few ganglion cells were seen at the lower end in spite of their absence on paraffin sections is related to the thickness and orientation of the frozen material. One would need to cut approximately 150-200 serial 5 p paraffin sections to see as much plexus as in one of these sections.
It has been shown by Hukuhara et al. (1961) that if the ganglion cells are destroyed by anoxia, the peristaltic wave does not pass but fieces get through because there is normal gut above. In these cases it is possible that the clinical symptoms are related to the combination of a partial physiological obstruction combined with poor or absent peristalsis for some distance proximally. Either condition alone might not be incapacitating.
The embryology of this condition may be related to arrest of the normal development, Jones (1942) and Kuntz (1952) In the absence of organic obstruction to the outflow of -faces, massive distension of the rectum and anal canal must be due to failure of the propulsive mechanism, to failure of the anal sphincter to relax and permit egress of stool, or to active retention of feces by contraction of the anal and perineal musculature. Once flcal accumulation has occurred it is likely that secondary disturbances of both the sensory pathways and motor mechanisms take place so that the normal mechanisms governing both fecal continence and deftecation become impaired.
The older child presents with a complex pattern of bowel dysfunction which I regard as the terminal stage of stool withholding. The chronically over-distended lower bowel is incapable of
